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IT IS NOT THE INTENT OF THE DEPARTMENT TO DELAY PAYMENT TO AN ELIGIBLE 
PROVIDER FOR THE COVERED SERVICES BECAUSE OF AN outstanding THIRD-PARTY 
LIABILITYWHICHCANNOT BECURRENTLY ESTABLISHED OR IS NOT CURRENTLY 
AVAILABLE TO APPLY AGAINSTTHE RECIPIENT CHARGES, IF A payment (OR DENIAL)
IS NOT FORTHCOMING from THE T H I R D  PARTY WITHIN THREE MONTHS, THE PROVIDER 
SHOULD PROCEED WITH SUBMISSIONOF A BILL TO THE department INDICATING THE name AND ADDRESS OF THE possIBLE third-party PAYMENT SOURCE 1 THE 
DEPARTPENT HAS BEEN granted SUBROGATION RIGHTS FOR DIRECT reimbursement 
from AN INSURANCE company FOR PAID medical services THIS CAPACITY IS 
PARTICULARLY USEFUL IN SITUATIONS IN WHICH EMIREPENT IS determinedAFTER -
A LENGTHY REVIEW RESULTING FROM automobiles accidents OR PERSONAL INJURY 
CASES, THE DEPARTMENT WOULD APPRECIATENOTIFICATION OF POTENTIAL 
SITUATIONS WHERE SUCH RECOVERY MAY BE.FORTHCOMING, FOR example WHEN A 
RECIPIENT REQUESTS A STATEMENT OF SERVICES OR PRESENTS A CLAIM FORM AFTER 
THE SEW1CE HAS BEEN PROVIDED,THE CLAIM FORMIS NOT TO BE completed BY THE 
P R O V I D E R  BUT SENT TO THE DEPARTMENT'STHIRD-PARTYRESOURCESSECTION,
EXCEPT FOR PROVIDERS OF LONG TERM CAR� SENICES AS DEFINED IN CHAPTER
5101:3-3 OF THE ADMINISTRATIVE code IF AN ATTORNEY OR RECIPIENT REQUESTS
MEDICAL information ON ANY CAST WHERE MEDICAID HAS PAID THE BILL, THE 
REQUEST IS TO BE DIRECTED TO THE DEPARTMENT'S THIRD-PARTY RESOURCES SECTION 
AND NOT TO BE FURNISHED BYME PROVIDER UNTIL ADVISED TO Do SO BY THE OHIO 

OF human SERVICES, WILLDEPARTMENT notification NOT AFFECT -THE 

department’s paymentTO PROVIDER, 


RELATIONSHIP TO MEDICARE-"MEDICARE" (TITLE XVI 11) IS A TOTALLY FEDERALLY 

FINANCED PROGRAM OF hospital insurancep a r t  Aa n d  SUPPLEMENTAL MEDICAL 

insuranceBENEFITS (PARTB) COVERING, GENERALLY, INDIVIDUALS AGE SIXTY-FIVE 

AND OVER, AND CERTAIN disabled individualsUNDER THE AGE sixty-five THESE 

Two .PARTS OF MEDICARE PAY FOR A BASIC PROGRAM OF MEDICAL COVERAGE UNDER 

which THE PATIENT HAS A CERTAIN LIABILITY, medicaid ASSUES THE liability

FOR THE deductible AND COINSURANCE ON individuals IT COVERS, THE 

DEPARTPENT PAYS THE MEDICARE PREMIUM OF ALL jointly ELIGIBLE medicare 

MEDICAID RECIPIENTS, AND DOESNOTREIMBURSEPROVIDERSFOR ANY SERVICES i t 1  


PAYABLE BY MEDICARE
EXCEPT FOR PAYMENT OF DEDUCTIBLES AND coinsurance 

M E D I C A R E  ALSO PAYS FOR SKILLED NURSING facility SERVICES, post-hospital
WE HEALTH CARE SERVICES, AND W E BLOOD, THE DEPARTPENT reduces ITS 
P A W  TO A MEDICAID SKILLED FACILITY TO THE MOUNTS PAYABLE under 
COINSURANCE, 

THEDEPARTMENT WILL PAY THE DEDUCTIBLE AND COINSURANCE amounts FOR THE 
RECIPIENT, IT WILL NOT, however PAY FOR ANY SERVICE NOT RECOGNIZED 
BY MEDICARE AS BEING MEDICALLY NECESSARY, NOR WILL IT PAY FOR ANY 
SERVICE PAYABLE BY (BUT NOT BILLED TO) MEDICARE, CERTAIN procedures
ARE KNOWN TO BE PAYABLE BY medicare ANY medicare COVERED procedure
PROVIDED TO A medicare/medicaid RECIPIENTW H I C H  IS INADVERTENTLY PAID 
FORBY MEDICAID WILLBE subtracted from FUTURE PAYMENTS TO THE 
PROVIDER OR, FOR long-term CARE FACILITIES, AS PART OF A settlement 
PROCESS DESCRIBED IN chapter 51013-3 OF THE administrative @EI 

Date 
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(2) 	 procedure FOR SUBMITTING-INORDER TOOBTAINREIMBURSEMENT from 
medicaid (TITLE XIX) FOR services potentially covered BY MEDICARE 
(TITLE mIn) the providerMUST BE A PROVIDER RECOGNIZED AS SUCH
under the medicarePROGRAM, AND MUST FIRST SUBMIT A CLAIM TO THE 
MEDICARE CARRIER FOR PART 4 SERVICES OR THE MEDICARE intermediary FOR 
PART B SERVICES, 

(3) 	 THE DEPARTMENT'S PAYMENT FOR SERVICES REIMBURSABLE UNDER MEDICARE IS 
LIMITED TOTHE COINSURANCE AND DEDUCTIBLE, 

(a) PAYMENT WILL BE MADE FOR SERVICES DENIED BY medicare FOR LACK 
OF MEDICAL NECESSITY, PAWENT WILL BE MADE FOR DENIAL D E  TO 
REASONS OTHERTHAN MEDICAL NECESSITY AS LONG THE SERVICES ARE 
COVERED UNDER THE medicaid PROGRAM, IN ORDER FOR SUCH (%AIMSTO 
BE considered A COPYOFMEDICARE'SREJECTIONNOTICE MUST BE . 
attached TO THEAPPROPRIATE medicaid INVOICEcompleted IN 
ACCORDANCE WITHME INSTRUCTIONS IN THE BILLING INVOICE, 

( C) 	 normallyI payment WILL NOT BE MADE FOR SERVICES RENDERED TO A 
medicare ELIGIBLE INDIVIDUAL BY A PROVIDER WHO REFUSES MEDICARE 
assignment IT IS RECOGNIZED, however THAT A PROVIDER MAY NOT 
ALWAYS BE AWARE THAT AN INDIVIDUAL IS ELIGIBLE FOR MEDICAID AS 

-	 WELL AS MEDICARE, IN these INSTANCESpayments OF PATIENT 
LIABILITY CAN BE MADE IF THE PROVIDER AGREESTO ACCEPT THE TOTAL 
OF THE MEDICARE AND medicaid P A Y "  AS PAYMENT IN FULL FOR the 
SERVICEPROVIDED, provisionsOF 42 477,271 PROHIBITPAYMENT 
BY THE department which WHEN addedto OTHER P A W S ,  EXCEEDS irl 

the CHARGE RECOGNIZED BY MEDICARE, 

(E) THE DEPARTMENT'S PAYMENT AND medicare PAYMENTS constitute''PAY" IN FULL" 
AM) NO ADDITIONAL P A Y "  MAY BE SOUGHT FROM THE RECIPIENT, IF PAYMENT 
(OTHER THAN COINSURANCE and deductible IS INADVERTENTLY RECEIVEDFROM BOTH 
MEDICARE AND MEDICAID FOR THE same SERVICE, THE CLAIMS adjustment UNITOF 
THE DEPARTMENT MUST BE NOTIFIED IN ACCORDANCE WITH THE PROVISION IN RULE 
5101:3-167 OF THE administrative code FAILURE TO NOTIFY THE DEPARTMENT 
OF SUCH DUPLICATE paymentsWILL RESUT IN LOSS OF MEDICAID PROVIDER STATUS 
AND POSSIBLE LEGAL REFERRAL, 

(F) SEE RULE 5101:3-2-25 OF the administrative CODE FOR third-party LIABILITY 
PROVISIONS SPECIFICTO INPATIENT HOSPITALSERIES, 

(G) SEE chapteradministrative OF THE administrative CODE FOR third-party LIABILITY 
TO long-termCARE servicesprovis IONS SPECIFIC , 
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EFFECTIVE DATE: 

REPLACES RULE 5101:3-1-08 
CERTIFICATION: 


date 

promulgated UNDER REVISED CODE CHAPTER 119,

STATUTORY AUTHORITY REVISED CODE SECTIONS5111,02

PRIOR EFFECTIVEDATES: 4/7/77,E/u/n,u/30/77,
4/1/79 
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5101:3-1-51medicaid GENERAL PROVISIONS, 


financed
( A )  	 "MEDICAID" IS A FEDERAL/STATE program WEREBY M E D I C A L ,
REHABIL ITATIVE, and OTHER HEALTH-RELATED SERVICES ARE FURNISHED THROUGH 
PUBLIC AND PRIVATE SOURCES, TO ELIGIBLE FAMILIES WITH DEPENDENT CHILDREN 
AND TO ELIGIBLE AGED, blind OR DISABLED INDIVIDUALS WHOSE INCOME AND 
RESOURCES ARE INSUFFICIENT M E D I C A L  CARE, THETO MEET THE COST OF NECESSARY -@i10 MEDICAID PROGRAM COVERS THOSE M E D I C A L  SERVICES NECESSARY FOR THE 
DIAGNOSIS AND/OR TREATMENT OF A SPECIFIC problem preventive MEDICINE IS 
NOT A RECOGNIZED SERVICE I T E M  under THE MEDICAID PROGRAM EXCEPT FOR A 
SPECIALIZED HEALTH SCREENING PROGRAM for INDIVIDUALS twenty-one YEARS OF 
AGE AM) UNDER MAS m T ,  information REGARDING THE m?'-PROGRAM IS 

CODE,CONTAINED IN CHAPTER 51TE3T4 OF THE administrative

medical NECESSITY IS ' T H E  fundamental CONCEPTUNDERLYING THE MEDICAID 
programphysicians HOSPITALS, dentists AND OTHER MEDICAL PROVIDERS 
render OR authorize MEDICAL SERVICES BASED ON THEIR PROFESSIONAL judgement
THAT THE SERVICES ARE needed BY THE INDIVIDUAL TO CORRECT OR AMELIORATE 
nondeferrable MEDICAL WEEDS, REIMBURSES M E D I C A L  PROVIDERSFORTHOSE 
SERVICES COVERED WITHINTHE scope ofITS M E D I C A L  ASSISTAKE PROGRAM, most
medical PROCEDURES ARE COVERED WITHIN certain adminstrative parameterssome PROCEDURESARECOVERED IF APPROVED IN advance BY om, A FEW 
PROCEDURES ARE NOT ORDINARILY REIMBURSABLE,THE LIMITATIONS IMPOSED SHOULD 
NOT BE INTERPRETED AS INDICATINGTHE quantity or TYPE OFM E D I C A L  CAPE TOBE 
DELIVERED, AS THIS IS BASED ON THE PROFESSIONAL judgement OF THE MEDICAL 
PROVIDER, THE LIMITATIONS ONLY REFLECTTHE NECESSITY FOR ODK TO CONTROL 
ITS FISCAL OBLIGATIONS,A PROVIDER OFM E D I C A L  SERVICES may requestPAYMENT 
FOR A M E D I C A L  SERVICE W H I C H  HE BELIEVES IS ESSENTIAL FOR A PERSON'S 
WELL-BEING EVEN IF THAT M E D I C A L  SERVICE IS NOT ORDINARILY A REIMBURSABLE 
ITEM, 

( c )  	THE FOLLOWING GENERAL PRINCIPLESGOVERN THE administrative OFMEDICAID AND 
determine WHETHER A PARTICULAR MEDICAL SERVICEIS reimbursable 


THE INDIVIDUAL ORIGINATESALL REQUESTS FORM E D I C A L  SERVICES, 

(2) THE INDIVIDUAL IS FREE TO EXERCISE HISright TO CHOOSE THE PROVIDER OF 
HIS CHOICE UNLESSTHE individual RECEIVES SERVICES THROUGHA MANAGED 
CARE PROGRAM APPROVED UNDER THE STATE MP!FOR M E D I C A L  assistance 
E,G, HEALTH maintenance organization 

(3) 	THE INDIVIDUAL RECEIVESTHOSE M E D I C A L  SERVICES NECESSARYTO CORRECT OR 
AMELINWE THE SPECIFIC M E D I C A L  complaint P R E V E N T I V E  medicine IS not 
A COVERED SERVICEI T E M  EXCEPT UNDERTHE W T  program 



FOR 

in 
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THE INDIVIDUAL MAKES no PAYMENT !EXCEPT FOR LIABILITY IF A nursing
home FOR MEDICAL SERVICES COVERED BY THE MEDICAID PROGRAM, THIS 
MEANS THAT A PROVIDER MUST ACCEPT THE MEDICAID PAYMEETAS PAYMENT IN 
FULL AND may NOT SEEK' ADDITIONAL payment ANY UNPAID PORTIONOF THE 
BILL from THE PATIENT, 

THE INDIVIDUAL RECEIVES MEDICAL SERVICESAT W E  SAME COST AS OR LESS 
THAN nonmedicaid PATIENTS, THIS MEANS THAT ODHS WILL NOT PAY FOR 
SERVICES THAT ARE FREETO THE GENERAL PUBLIC,or AM A" GREATER 
THAN THE PROVIDER'S customaryand PREVAILING CHARGETO OTHER PATIENTS,
FOR INPATIENT HOSPITAL SERVICES BILLED BY HOSPITALS reimbursedON A 
prospective PAYMENT BAS IS AS DEFINED IN chapter 5101:3-2 OF ME -ADMINISTRATIVE: CODE, THE OWS WILL NOT PAY8 IN THE AGGREGATE, MORE 
THAW THE provider’s customaryAM) PREVAILING CHARGES for COMPARABLE 
services, SEE chapter 5101:3-3 OF THE administrative CODE REGAPDING 
THE PROVISIONSof THIS PARAGRAPH AS THEY APPLY TO PROTIERS OF LONG 
term CARE SERVICES, 

AN INDIVIDUAL MUSTBE PROVIDED NEEDED SERVICES WITHOUT REGARD TO RACE,
COLOR, sex AGE, national ORIGIN, ECONOMICSTATUS, OR handicap 

EFFECTIVEDATE: 
REPLACES RULE5101:3-1-51 

CERTIFICATION: 

PATE 
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5101:3-!-57 APPEALS PROCESS FOR PROVIDERS FROM PROPOSED departmental ACTIONS, 

(A) 	 THE APPEALS PROCESS IS DESIGNED TO PROVIDEA HEARING UNDER CHAPTER 119, OF 
THE REVISED CODE administrative PROCEDURES ACT) WEREBY 3 PROVIDER MAY 
appeal THE proposeddecision OF thedepartment toSUSPEND, DENY,TERMINATE, 
OR NOT RENEWA PROVIDER AGREEMENTS TO implement A FINAL FISCALAUDIT, 

(1) THE APPEALS PROCESSDOES NOT APPLY IN THE FOLLOWING circumstance : 

( a> 	whenever THE terms OF A PROVIDER AGREEMEKT REQUIRE THE PROVIDER 
TO HAVE A LICENSE, PEWIT, OR CERTIFICATE ISSUEDBY AN official 
BOARD, commission DEPARTPENT, division or BUREAU, OR OTHER 
AGENCY OF STATE government OTHER THAN ODHS, AND THE LICENSE,
PERMITS OR certificate HAS BEEN DENIEDorrevoked 

(b! 	 WHENEVER PROVIDERS PAPTICSPATEIN THE MEDICARE PROGRAM WHERE THE 
NEGATIVE ACTION taken BY THE DEPARTMENT OF HEALTH AND human 
SERVICES IS BINDING@IVTHE PROVIDER'S MEDICAID participation AND 
WHERE THE federal AGENCY PROVIDES AN OPPORTUNITY FOR A hearing 

(2) 	 IF A PROVIDER OBJECTS TO A PROPOSEDADJUDICATIONORDER O f  THE 
DEPARTMENT WHICH WOULD RESULT IN THE denial termination suspension
OR NONRENWAL OF A PROVIDER AGREEMENT OR IF HE WISHES TO contest A 
FINAL FISCAL AUDIT, THE PROVIDER MAY REQUEST A formal HEARING WHICH 
SHALL BE governed BY CHAPTER 119, OF THE REVISED CODE SIKH REQUESTS
MUST BE submited IN-WITIN TO THE director m, IN ANY MEDICAID 
HOSPITAL FINAL settlement in W H I C H  GENERAL RELIEF PROGRAM MONIES OR 
CRIPPLED children’s program MONIESARE OFFSET AGAINST MEDICAID MONIES, 
THE D E P A R T "  WILL OFFER A RIGHT OF APPEAL pursuant To chapter 119,
OF THE revised @DE FOR ALLthree PROGRAM AREAS, 

(3) 	 continuation OFPAWN? DURING THE APPEAL OF THE PROPOSED TERMINATION 
OR nonrenewal OFA PROVIDER AGREEMENT WILL OCCUR AS follows 

(a) 	 PAWENT UNDERREGULATIONSFORCOVEREDSERVICESPROVIDED TO 
ELIGIBLERECIPIENTSWILLCONTINUEDURING THE administrative 
APPEALS PROCESS 

(b) I N  THE CASE OF SKILLED NURSINGAND intermediateCARE FACILITIES,
PAWENT WILL CONTINUE WRING THE adminstrative APPEALS PROCESS 
FOR THOSE RECIPIENTS admitted TO THE FACILITY PRIOR TO THE 
determinationOF
noncertification OR PROVIDER AGREEMENT
termination NO NEW ADMISSIONS WILL BE authorization SUBSEQUENT TO 
THE EFFECTIVE DATE OF THE DEPARTVENT'S terminationACTION OR THE 
EFFECTIVE DATE OF noncertification BY THE &IO DEPART"' OF 
HEALTH, 



OTHER administrative ACTIONS affective THE PROVIDER'S MEDICAID PROGRAM. 
STATUS (SUCH AS PATE CALCULATIONS FOR LONG-TERM CARE FACILITIES)W H I C H  ARE 
NOT SUBJECT TO HEARINGS under chapter 119, OF THE REVISED CODE may BE 
RECONSIDERED BY THE APPROPRIATE division CHIEF request BY THEUPONWRITTEN 
AFFECTED PROVIDERTO THE DIRECTOR, ow, . 
SEE RULE 5101:3-2-0712 OF THE adminstrative , @DE FOR ADDITIONAL 
Iinformation concern IFIG ME applI C A BILITY OF THE APPEALS PROCESS TO 
INPATIENT SERVICES PROVIDEDBY HOSPITALS SUBJECTTO PROSPECTIVE payment 

SEE CHAPTER5101:3-3 OF THE administrative CODE FOR additional PROVISIONS 
SPECIFIC TO LTCFS 

EFFECTIVEDATE: 


REPLACES RULE 5101:3-1-57 

CERTIFICATION: 


I date 
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5101:3-1-58 POLICY MON ITORING, 

UTILIZATION OF SERVICES COVERED UNDER THE MEDICAID program IS MONITORED
ON AN 
ONGOING BASIS, AS REQUIRED OFEACH STATE BY THE DEPARTMENT OF HEALTHAND human 
SERVICES, WHERE CASES OF SUSPECTED FRAUD OR MISREPRESENTATION to ILLEGALLY 
OBTAIN PAYMENTFROM THE MEDICAID PROGRAM ARE DETECTED, PROVIDERS ARE SUBJECTTO 
Ah1 AUDIT BY THE DEPARTMENT, IF FRAUD IS APPARENT', REFERRAL OFTHE CASE TO LAW 
ENFORCEMENT OFFICIALS WILL be MADE, OVERUTILIZATION of SERVICES BY CERTAIN 
PROVIDERS, WHILE POSSIBLYNOT CONSIDERED fraudulent ACTS, M Y  CONSTITUTE ABUSE 
TO THE MEDICAID PROGRAM, THISABUSE RESULTS EITHER DIRECTLY OR INDIRECTLY IN 
FINANCIAL LOSSES TO THE MEDICAID PROGRAM, ITS RECIPIENTS, OR THEIR FAMILIES,

AS THOROUGH INVESTIGATION, AUDIT,
VARIOUS METHODS, SUCH AND/OR PEER REVIEW,WILL 
BE UTILIZED TO DETERMINE ABUSE, 1N ALL INSTANCES OF fraud OR ABUSE, ANY AMOUNT 
I N  EXCESS OF THAT legitimately WE TO THE PROVIDER WILL BE RECOUPED BY THE 
DEPARTMENT THROUGH ITS BUREAU OFSURVEILLAKE AND UTILIZATION REVIEW,THE STATE 
AUDITOR, ORTHE OFFICE OF THEATTORN3 GENERAL, 


CASES OF PROVIDER FRAUDOR ABUSE MAY INCLUDE,BUT ARE NOT LIMITEDTO, THE 
FOLLOWING: 

DUPLICATEBILLING BY A PROVIDER WHICH APPEARS TO BE DONE WITH THE 
INTENTION OF DEFRAUDING THE STATE AGENCY, 

misrepresentationAS TO SERVICES PROVIDED,DATE OF SERVICE, ORTO WHOM 
PROVIDED, 

BILLINGFOR SERVICES NOT PROVIDED, 

DIFFERING CHARGES FOR M E  SAME I T E M S  FOR medicaid AND NONMEDICAID 
RECIPIENTS, FOR INPATIENTHOSPITALSERVICES BILLED BYHOSPITALS 
REIMBURSED ON A PROSPECTIVE P A W  BASIS AS DEFINED IN CHAPTER
51013-2 OF THE administrative CODE, ODHS WILL NOT PAY, TN TIE 
AGGREGATE, MORE than THE PROVIDERr. customary AND PREVAILING CHARGES 
FOR comparable SERVICES, 

VIOLATION OF PROVIDER AGREEPENT BY REQUESTING OR OBTAINING ADDITIONAL 
PAYMENTFOR THE SERVICESRENDEREDFR34EITHERTHERECIPIENTOR 
RECIPIENT'S FAMILY, 

collusionary ACTIVITIES BETWEEN A MEDICAL PROVIDER AND OTHER 
PROVIDERSI 

THE REVIEWOF A provider’s RECORDS WILL BE made IN ACCORDANCE WITH 
GENERALLY ACCEPTED AUDITINGstandard NECESSARY TO FULFILL THE SCOPE OF THE 
AUDITS, THE REVIEW SHALL BE of THOSE RECORDS NECESSARYTO fully DISCLOSE 
THE EXTENT OF SERVICES PROVIDEDTO individualsRECEIVING ASSISTANCE UNDER 
THE MEDICAID PROGRAM, information MUST BE AVAILABLE REGARDINGANY SERVICES 

OR WILL BE CLAIMEDFOR WHICH PAYMENT HAS BEEN TO DETERMINE THAT PAYMENT HAS 
BEENORWILLBE IN ACCORDANCEWITHAPPLICABLE FEDERAL AND STATE 
REQUIREMENTS, 
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( 1 	 UPON REQUEST, A EMBER OF THE PROVIDER'S STAFF IS TO BE ASSIGNED TO 
ASSIST M E  DEPARTMEPIT IN COLLECTINGinformationIDENTIFIED IN 
PARAGRAPH (B) OF THIS RULE 8 UPON REQUESTB THE PROVIDER WILL MAKE W E  
APPLICABLE RECORDS AVAILABLETO STATE STAFF FOR PHOTOCOPYING, 


(2) FOR THE PURPOSES OFM I S  RULE, THE DEPARTMENT SHALL HAVETHE AUTHORITY 
TO USE STATISTICAL METHODS TO AUDIT PrOVIDERS AND TO DETERMINE ANY 
AMOUNT OF OVERPAYMENT, 

( c )  	THEREARE INSTANCES WHENTHE PROVIDER SUSPECTSTHAT'MERE MAY BE RECIPIENT 
FRAUD, MISREPRESENTATION,OROVERUTILIZATIONOFSERVICES,CASESOF 
RECIPIENT FRAUD OR ABUSE MAYIN C L U D E ,  BUT ARE NOT LIMITED TO: 

(1) USE OF ANOTHER PERSON'S EDICAID card 

(2) 	 OBTAINING what would APPEAR TO BE EXCESSIVE .QUANTITIESOF M E D I C A L  
SUPPLIES OR OTHER SERVICES, 

(3) 	 possibilityOF EXCESSIVE PHYSICIAN VISITSBY VIRTUE OF THE NUMBER OF 
PRESCRIPTIONS generated 

(D) WHEN FRAUD OR ABUSE BY A RECIPIENT IS suspected CONTACT SHOULD BE MAE 
with THE BUREAU OF S U R ,  

(E) RESPONSIBILITY FOR THE BUSINESS PRACTICES OF EMPLOYEES MUSTBE ASSUMED BY 
PROVIDERS, IT IS PRESUMED THAT PROVIDERS WILL TAKE THE NECESSARY TIME TO 
THOROUGHLY A C Q U A I N T  THEMSELVES AND THEIR EMPLOYEES WITHALL RULES RELATIVE 
TO THEIR PARTICIPATION IN THE MEDICAID PROGRAM, IGNORANCE W THE contents 
OF RULES WILL NOT BE ACCEPTABLE TO THE department WHEN VIOLATION OF 
DEPARTMENTAL RULESHAS BEEN DETERMINED, 

EFFECTIVEDATE: 
REPLACES RULE 5101:3-1-58 

CERTIFICATION: 


promulgatedUNDER REVISEDCODE chapter 119. 
STATUTORY AUTHORITY REVISED CODE SECTION 5111,02
PRIOR EFFECTIVE DATES: 4/7/77, 7/1/80 
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